In aftermath of People's Movement 2008, the Government of Nepal promulgated health as a component of basic human rights. But Nepalese health consumers can seek health care services in government primary health facilities, hospitals, private clinics or do self-medication. The study intends to describe the characteristics of morbidity and factors associated in choosing particular type of health facility. For data, the study depends on a nationally representative rich cross sectional household survey data (Nepal Living Standard Survey, 2010/11) of Nepal. The findings of the study show that around one fifth of the total population reported acute illness while near about 10 percent is facing chronic illness. Around 30 percent of people reporting acute illness do not seek any health care services. Most of the rural people and poor population seek health care services in government primary health care facilities and private pharmacies. People belonging to low income quintiles are likely to seek health care services in government primary facilities. Similarly people residing in mountain & hill are likely to utilize services of government primary facilities. The study shows that urbanites are more likely to seek services in hospitals and private clinics. Therefore a homogeneous health care service production and delivery cannot address the country wide demand of health care services.
consumers do not demand medical care per se, but it is a derived demand generated through the demand for health. Thence forth the health care utilization topics gained momentous interest among the health economists and public policy makers. The determination of demand for health care indicates the policy makers regarding the role of consumer awareness and knowledge in improving the utilization of highly cost-effective health interventions or health services (Adhikari, 2013) . Moreover the demand for health care services and availability, access ability and affordability are important for those who cannot afford to purchase them. The World Health Organization (WHO) estimates that about 1.3 to 2.1 billion people are without access to essential medicines (WHO, 2004a) .
Achieving UC access to health care has remained as one of the major bottlenecks for The Government of Nepal. To address this concern, the government adopted a Free Health Care program (FHCP) as a risk protection scheme and is providing universal free medicine to primary level facilities of the public health system since 2008 (RTI, 2010) .
The households in low-income countries spend a significant portion of their resources on remedial health care. Banerjee et al. (2009) found that out-of-pocket health expenditure represents about 10% of total household expenditure among slum dwellers in Hyderabad, India. Using detailed diaries kept by rural households in western Kenya, Dupas & Robinson (2009) also found that health expenditure represents 8% of total household expenditure.
As per latest Nepal Living Standard Survey report more than sixty percent of people seek health care services in private facilities while around a fifth go to government primary facilities where the services are free (NLSS, 2010/11). Another study by Karkee & Jha also show that people seeking health services for acute illness in government facilities account to only 44 percent (Karkee & Jha, 2010) . In the recent years there is huge growth of private hospitals and nursing homes besides around 10000 private pharmacies been operated in the country. The findings of the same study indicate that people are attracted for better counseling, quicker service delivery and availability of medicines there. Paudel et al., (2012) concluded that only one third of the study population received government health services. The reason for inaccessibility of basic health services was lamented to distance of travel, unavailability of health staffs and odd timings of service availability in their study of Surkhet (Paudel et al., 2012) . Adhikari (2013) concludes that FHCP has positive impact on health coverage and service utilization by the targeted population and had ensured equity in health service utilization. But he concludes that out of pocket expenditure and catastrophic payment still exists. Despite extensive outreach of public health system in rural and remote areas, the distribution of financial protection and access to health care did not improve much. A considerable portion of population is still seeking health services in private facilities.
This study intends to describe the characteristics of morbidity and assess the association the relationship between socio-demographic factors and choice of health facility. The objectives of the study were to describe the characteristics of morbidity in Nepal and assess the association between socio-demographic factors and type of health facilities visited.
Study Design
The study intended to describe the pattern in health service utilization. The services provided by all health production units or health care suppliers are weak substitutes. It depends on cross sectional secondary data. The study applied in this research was descriptive cross sectional study design. The required data for this study was extracted from Nepal Living Standard Survey (NLSS III) raw data, a nationally representative rich data. The survey includes information on socio demographic and health information of the household. The decision to seek care from government primary facility, hospital, private clinic or private pharmacy/ traditional medication is dependent variable. For comparative study and causal relational studies chi square test was used as most of the attributes are of qualitative nature. It relies on cross sectional data of NLSS III.
Sampling Design and Sample Size
Nepal Living Standard survey (NLSS III) followed the Living Standards Measurement Survey (LSMS) methodology developed and promoted by the World Bank just like previous surveys. In this study a total of 7,020 households were enumerated which comprised a total of 28747 individual. But the information was extracted regarding 5518 individuals who reported being suffering from acute illness in the last month from the day of survey. So the sample size of the sample is 5518. The basic unit of study is primarily an individual.
Data presentation and analysis
The major thrust of this study is to identify the major determinants of health seeking behaviors of Nepalese society. The analysis of health seeking or demand for health involves both supply side and demand side health system. The supply side components are health infrastructures, health human resources, medicine supply and availability and spatial access. In case of our type of health system, health inputs and health services are produced and supplied by both public and private providers. In our study, type of health facility and health providers is considered.
RESULT & DISCUSSION 3.1 Characteristics of Illness in Nepal
In broad the diseases are categorized into i) chronic illness and ii) acute illness. Acute diseases are those conditions in which the peak severity of symptoms occurs within three months (usually sooner), and recovery in those who survive is usually complete. Chronic diseases or conditions are those in which symptoms continue longer than three months and in some cases for the remainder of the person's life.
Figure 1&II: Chronic and Acute Illness
Recovery is slow and sometimes incomplete. Overall incidence of chronic illness is 11.8 percent. Nearly a fifth of the population is suffering from acute illness. The NLSS III had one of the question regarding health of individual members of the household pertaining to acute illness. The household was asked whether any member(s) of household was ill or injured during past 30 days period. Around 19 percent of the people had one of the diseases or met with an injury.
Major Diseases / Illness or Injuries
Of all individuals with chronically ill 31 percent reported gastrointestinal and kidney/liver problem, 15 percent rheumatism, 11 percent H/L blood pressure, 10 percent asthma, 6 percent heart conditions, 5 percent diabetes and 3 percent respiratory, and one percent reported epilepsy. 
Chronic illness by total population
Acute ill 19% others 81%
Acute illness by total population
Acute illness observed as any illness or injury self reported during the last 30 days. The main illness reported by the respondents under this category were cold / flu fever, other fever, diarrhea / dysentery, which occupy 31%, 22% and 17% respectively. Then, malaria, TB, measles, jaundice, skin diseases and dental diseases lumped up together constitutes around 5 percent of main cause of acute illness. The other category of illness also constitutes around 16 percent. Injury is reported as 5% of total cause of total ill/sickness as per NLSS III.
Consultation of Acute Illness
Then a follow up question was asked if they had consulted anyone or somewhere. From the figure, nearly a third did not seek anyone's advice or treatment. It is still a grave concern that even after implementation of free primary health care services a significant portion of population is deprived of health care services. The difficult topography, distance to the health facilities, unavailability of health human resources at the time of clients approaching to the facilities, poverty are some of the major hurdles of low service utilizations. Figure 3 indicates the reason for not consulting illness or injury. If illness / injury not serious category is kept aside then the main reasons are too far distance health facility, too expensive health care, lack of quality health care, unavailability of health providers are major.
According to the given table around eighty percent of respondents did not consult anyone because they considered their illness or injury to be not serious or minor.
We can see from the given figure that around 5 percent of the population did not seek health care services because of distance to the facility. As indicated by various studies, distance is an important supply side constraint for health service utilization. The other important reasons are health care expenses and quality of care, 3.6 and 1.06 percent respectively. It means the coverage by government facilities are still beyond the larger population or the quality of services is too high for common and poor. The plight of health seeker is surrounded by dilemma of accessibility, availability and efficacy. Lastly the health seekers lament absenteeism, unfriendly behavior and lack of transparency on the part of health providers as other 
Socio-Demographic Factors and Acute Illness
The reported acute morbidity is higher (31percent) among children less than 5 years age and 60 years above (22 percent) age group than other age groups. This indicates that children and adult population are more prone to illness and injury. The need for medical services is high among this population. Statistically, there is a significant association between illness and age of the respondents (Pearson chi2 (1) = 24.2808 Pr = 0.000). The percentage of Morbidity decreases with increase in family size. The chi square test shows significant association between reported morbidity and family size (Pearson chi2(2) = 69.7537 Pr = 0.000).
The percentage illness by caste and ethnicity ranges within 17 to 23 percent but statistically there is strong association between morbidity and caste ethnicity (Pearson chi2 (5) = 35.6133 Pr = 0.000). Even though the reported morbidity based on income quintile also ranges with 17 to 22 percent but statistically the association is significant (Pearson chi2 (4) = 75.9800 Pr = 0.000). Source: CBS, 2010/11 Contrary to general facts, this study shows that morbidity increases with increase in income quintile up to 4 th highest quintile. There is higher (22 percent) morbidity in Terai than in mountain or hill region. The chi square test shows significant association between Illness and ecological belts (Pearson chi2 (2) = 69.7537 Pr = 0.000). Among the rural and urban strata, reported acute illness is higher among rural population (20%).
As generally accepted, morbidity is higher in rural region (20 percent) than urban region. The test shows a significant association between region and illness (Pearson chi2 (1) = 32.8936 Pr = 0.000).
Place of Health Service Seeking
The persons who reported being injured or sick within the last thirty days were asked about their place of visits. It has been categorized into public primary facilities ( The decision to choose a health facility is not affected by sex of the respondent which is evident from the slight differences in percentages. Statistically also there is no association between sex and decision to choose health provider. The association between caste/ethnicity, belt, region and economic status (poor non poor) are statistically significant. The demand for primary public facilities is higher among people residing in mountains and hills (around 33 and 31 percent), and rural poor (29 percent). The urbanites (around 33 percent) and mountain dwellers (32 percent) seek health care services in hospitals. The majority of urbanites (38 percent), Terai dwellers (34 percent) and non-poor (30 percent) seek health care services in private clinics. The tendency of self-medication from private pharmacy and self-medication is highest among middle caste Terai and poor people.
CONCLUSION
The main objective of the study was to know the main characteristics of morbidity, health seeking behavior and also to identify the major determinants of choosing a particular type of health facility. As said around a fifth of the population reported to having some type of illness or injury within the last 30 days. Among the morbid population, a third did not seek any health care services. The reason for not seeking health by majority of the respondents perceived the illness or injury to be minor or insignificant while around a tenth did not seek health services because of distance to the facility, expensive treatment, low quality of services and bad behavior of health personals. The most common acute illnesses in Nepal are cold/ fever/flu, other fever and diarrhea/dysentery. Morbidity is more prevalent among lower age and old age population, while morbidity proportions declined with increase in family size. As was expected, acute illness was more prevalent among Dalits. Similarly, from spatial and locational view, Terai and rural parts have highest cases of acute illness in comparison to other belt and region.
The rural people, people from lower strata, people with lower educational level (Fathers education as proxy) seek health care services in government primary facilities. But majority of people from poor and non-poor category seek health care services in private pharmacies and private clinics combined. It indicates growing role of private sectors in health system of Nepal. But fairly larger proportions of non-poor seek health care services in Hospitals and private clinics than poor which signifies, both quality consciousness and ability to pay capacity of nonpoor. Similarly, a majority of non-poor consult with private and public doctors, while most of the poor people depend on government paramedics or do not seek health care/self-medicate.
